Researchers have found that many American Muslim immigrants (AMIs) suffer from mental health problems, and an array of studies have identified racism and mental health stigma as key factors that negatively impact AMI psychological wellbeing. To date, no one has synthesized this literature into a cohesive review. To address this need, we have reviewed literature on racism and mental health stigma using Bronfenbrenner's (1977) Ecological Systems Theory as an intersectional framework. Our findings indicate that AMIs' mental health is impacted by racism and mental health stigma that emanate from distal (i.e., macrosystem) and proximal (i.e., microsystem) settings. We highlight the interactions among these factors, identify gaps in the literature, and detail clinical implications. Specified future directions emphasize the need for more empirical research that considers AMI mental health through a transactional lens.
2010; Ciftci, Jones, & Corrigan, 2013) . Basic epidemiological research indicates that the rate and range of psychological disorders among AMIs are roughly commensurate with the general population (Amer & Hovey, 2012; Basit & Hamid, 2010) . While there is limited information about the factors contributing to AMI mental health, multiple researchers have implicated racism and mental health stigma as key contributors to AMI psychological health. As these areas of research grow, intersectional reviews are needed to synthesize findings and highlight existing gaps. Such reviews are crucial for informing future research, public policy, and clinical interventions. The present paper addresses this need by using Bronfenbrenner's (1977) Ecological Systems Theory (EST) to synthesize literature on racism and mental health stigma's impact on AMI mental health. The following review presents an overview of Muslims in the USA, introduces EST as an organizational model, and then reviews the literature on racism and mental health stigma.
Muslims in USA
The Pew Research Center (2007) estimated that there are 2.35 million Muslims in the United States of America. Of this population, 65% are foreign-born: 24% from Arab regions, 8% from Pakistan, 10% from other South Asian nations, 8% from Iran, 5% from Europe, 4% from African countries excluding North Africa, and 6% from other countries. More recently, the Pew Research Center (2016) reported that the number of Muslims and the number of Muslim immigrants continue to rise.
1 In this paper, American Muslim immigrant (AMI) refers to all foreign-born Muslims as well as first-and second-generation offspring (Pew Research Center, 2013) . Diverse sub-communities with unique heritages, languages, and religious practices comprise the AMI population (Ahmed & Reddy, 2007) , yet there are common experiences and practices that link most AMIs (Hamid, 2008) .
An obvious similarity across Muslim communities is faith in Islam. Muslims view Islam as the last of the Abrahamic religions, which a monotheistic God revealed through the prophet Muhammad (Ahmed & Reddy, 2007) . At the core of Islam are six tenets of faith: 1) the belief in the oneness and ultimate nature of Allah; 2) belief in the angels of Allah; 3) belief in all the prophets of Allah throughout time (ending with Muhammad); 4) belief that these prophets' scriptures are revelations from Allah (with the Qur'an being the final rev-1. Estimates of the U.S. Muslim population vary considerably. Smith's (2002) review of existing sources found marked heterogeneity in methodology, with many sources failing to describe their procedures. At the time of this study, estimates ranged from less that 4 million to over 7 million U.S. Muslims. Despite this incongruence, sources generally agree that the number of AMIs continues to rise. elation); 5) belief in the day of judgment; and 6) belief in fate, both in positive and negative events (Jasser, 2008) . To remain mindful of these truths, Islam prescribes the following five rituals (i.e., pillars): a) testify that there is no god but God, and Muhammad is God's messenger, b) pray five times a day, c) fast in the month of Ramadan, d) give charity, and e) make a pilgrimage to Mecca at least once. These pillars are practiced by Muslims everywhere (Hamid, 2008) .
Beyond core beliefs and practices, AMI communities rely on interpretations of the Qur'an and hadith to navigate the moral and ethical issues of life, such as conflict management, marriage, and parenting (Ahmed & Amer, 2012) . While there is a diversity of perspectives depending on geographic region, commonalities do exist. For example, AMIs commonly emphasize the central role of the family, with the father at the head of the household and the mother as the primary caregiver (Ahmed & Amer, 2012) . AMIs also attend local mosques and rely on their imam for both spiritual and practical guidance (Abu-Ras, Gheith, & Cournos, 2008) . Regarding education, research indicates that AMIs typically have high education attainment and fall in the middle class socioeconomically (Pew Research Center, 2007) . Since the September 11 th terrorist attacks, AMIs have shared the unfortunate experience of being the targets of Islamophobia (i.e., negative attitudes and emotions directed at Islam or Muslims; Bleich, 2011) , which is covered in further detail in a later section on racism.
This brief review of common factors is not exhaustive. Rather, this section serves to familiarize readers with some of the key commonalties among AMIs, and it is intended to highlight the fact that the lives of AMIs are impacted by a range of variables that go beyond shared religious beliefs. Importantly, these variables interact with each other forming a complex psycho-social milieu. The present paper focuses on two of these factors in particular (i.e., racism and mental health stigma), and utilizes Bronfenbrenner's EST to capture their complex impact on AMI mental health.
Ecological Systems Theory
Bronfenbrenner developed EST in the late 1970s to offer a coherent developmental paradigm that accounts for the multiple systems that impact human development (Bronfenbrenner, 1977) . Specifically, he suggested that an individual's environment is comprised of the following systems nested around the individual: macrosystem, exosystem, mesosytem, and microsystem (Bronfenbrenner, 1979) . Although all levels of this model are germane to AMIs, the present study highlights the macrosystem and microsystem in particular. In brief, the macrosystem refers to large-scale ideologies and beliefs, as well as economic, social, education, and political factors. The microsystem refers to the individual's immediate or proximal settings; this may include their place of employment, their immediate family, and their place of worship (Bronfenbrenner, 1977; 1979) . At the center of these nested systems lies the individual who is impacted by factors from each ecological level.
EST is a multidimensional model that captures both the distal (macrosystem) and proximal (microsystem) factors that impact the individuals' psychological wellbeing, while at the same time emphasizing the importance of the individual's unique characteristics. Though EST was developed decades ago, it has continued to evolve over time and is currently used by a wide array of researchers (Tudge, Mokrova, Hatfield, & Karnik, 2009 ). This paper utilizes the original EST framework, as developed in the 1970s, because it is a well-tested, elegant model that captures AMI's complex psycho-social milieu. In particular, the following review evaluates racism and mental health stigma's macrosystem and microsystem impact on AMI mental health using EST.
Racism and mental health

Terminology selection
Racism has received decades of empirical attention and has been operationalized as a macrosystem, microsystem, and individual variable (Bonilla-Silva, 1997; Farley, 1988; Kira, Lewandowski, Chiodo, & Ibrahim, 2014b) . Clark, Anderson, Clark, and Williams (1999) defined racism "as beliefs, attitudes, institutional arrangements, and acts that tend to denigrate individuals or groups because of phenotypic characteristics or ethnic group affiliation" (p. 805). Although heterogeneous phenotypically, Islam is a key ethnic characteristic that links diverse AMI communities and multiple authors have endorsed the term racism in AMI research Ahmed, Kia-Keating, & Tsai, 2011; Rippy & Newman, 2008; Weatherhead & Daiches, 2010) .
There is also evidence that AMIs experience discrimination based on their physical appearance. For example, both Muslim and non-Muslim Arabs are targeted for their phenotypic characteristics and cultural behaviors, despite the notable differences in their religious beliefs (Ahluwalia & Pellettiere, 2010) 2 . Lastly, racism is used here as way of framing other terms, not at their exclusion. Islamophobia is considered a sub-factor of racism and is used throughout this paper. Similarly, discrimination is the behavioral byproduct of racism, not a distinct phenomenon (Bonilla-Silva, 1997; Gee & Ro, 2009) , and racism is a form of oppression (Young, 1995 
Macrosystem racism
Macrosystem racism refers to the systemic oppression and stratification of non-dominate racial/ethnic groups (Brown, 1998; Nash, 1962; Young, 1995) . This phenomenon manifests in ideological forms (such as widely held stereotypes), and institutional forms (such as disparities in health care, education, compensation, legislation, and other resources; Chambers, 2008; Griffith et al., 2007; Jeanquart-Barone & Sekaran, 1996) . Understanding and assessing the impact of macrosystem racism on mental health is a complex task because it is difficult to quantify and distinguish from other variables. Bonilla-Silva (1997) suggested that this partially stems from simplistic theories of racism that often relegate racism research to the individual level. As such, macrosystem racism's impact on mental health is perhaps best understood by enumerating the disparities it creates, including socioeconomic status (SES) inequalities, poor SES mobility, inequalities in living conditions, disparities in resources, and underemployment; all of which correlate with comparatively worse mental health status (Brown, 2003; Kessler et al., 1994; Williams & Williams-Morris, 2000) .
Data gathered over the past decades indicate that AMIs are embedded within a macrosystem that includes ideological and institutional racism. Focusing first on ideological racism, a majority of Americans have endorsed a negative opinion of Muslims since at least the early 1980s (Slade, 1981) . But in the wake of the September 11 th terrorist attacks, anti-Muslim sentiment, commonly known as Islamophobia, dramatically increased and has remained elevated (CAIR, 2003 (CAIR, , 2012 . Though it is difficult to record and quantify macrosystem ideologies, stereotypes of Muslims as terrorists, Islam as pathological, assumed cultural homogeneity, and Muslims as exotic have been empirically identified (Nadal, Griffen, Hamit, Leon, & Tobio, 2012) .
Regarding institutional racism, many AMIs have relatively high levels of economic attainment (Amer & Hovey, 2012; CAIR, 2006) , but basic income data does not speak to compensation and employment disparities that emerge when controlling for relevant factors like education attainment. For example, Park, Malachi, Sternin, and Tevet (2009) found that Muslim job candidates were assigned less salary and were presumed to have poorer career trajectories than white candidates in a survey of 67 managers and 82 undergraduates. This phenomenon only emerged in a condition where candidates had slightly negative profiles, which indicates that racism may increase scrutiny (Park et al., 2009) . Additionally, research indicates that AMIs perceive disparities in mental health resources, such as a lack of facilities and services located in their communities (Abu-Ras & Abu-Bader, 2008) , but no empirical analyses have attempted to substantiate this impression. Overall, the limited number of studies falls short of truly assessing the depth of institutional racism, but the existing evidence suggests that it exits and may be pernicious (Brown, 1998) .
Microsystem racism
Data from multiple sources indicate that AMIs have been the target of numerous race-related offenses and these acts of discrimination have occurred within a variety of microsystems including schools, the workplace, political venues, and public service institutions (CAIR, 2012) . Specific examples include physical assaults, arson of mosques, verbal assaults, bomb threats, and denial of services (CAIR, 2012; Edwards, 2010; Nadal et al., 2012; Rippy & Newman, 2006) . AMIs have reported a general sense of fear, isolation, and stigmatization following 9/11 (Abu-Ras & Abu-Bader, 2008; Chand & Moghadam, 2004) . Indeed, researchers have unequivocally demonstrated that AMIs experienced a rise in discrimination after the September 11 th attacks (Ahmed & Reddy, 2007) , which was most acute in the year following the events (Kaplan, 2006) .
Although AMIs experience relatively high levels of overt discrimination, research suggests that covert or subtle forms of racism, commonly known as microaggressions, account for the largest portion of racist behavior (Young, 1995) . Microaggressions refer to brief, commonplace interactions where the perpetrator consciously or subconsciously communicates a hostile, insulting, or negative view of the victim (Constantine & Sue, 2007) . Sue and colleagues (2007) identified micro-insults, micro-assaults, and micro-invalidations as three distinct types of microaggressions; each of which has been linked to negative psychological and physical effects (Sue, 2010) .
Three research teams have analyzed microaggressions in AMI communities. Nadal and colleagues (2012) reported that AMI participants (N = 10) endorsed experiencing a host of microaggressions, which included mocking of religious garb, unwarranted scrutiny, and being accused of having terrorist connections (among many others). Due to the small sample size and methodology, data on frequency and impact on mental health were not collected. In a related study, Edwards (2010) reported that 55 of 80 AMI participants experienced some form of microaggression, which consistently resulted in feelings of anger and dejection. Lastly, Park, Felix, and Lee (2007) studied implicit negative attitudes toward Muslims on an implicit associations task. Western participants preferred traditionally white-sounding names over Muslim or Arabic names despite denying prejudice on explicit measures. These studies suggest that AMIs are commonly confronted with subtle forms of racism but additional research is needed to examine prevalence and topography.
Racism research has clearly linked microsystem racism to a host of negative mental health outcomes (Kessler, Mickelson, & Williams, 1999; Landrine & Klonoff, 1996; Sue, Capudilupo, & Holder, 2008) . Research on AMIs and their communities have mimicked these findings. Perceived racism has been linked to poor mental health and physical health status in AMI communities (Padela & Heisler, 2010) . In particular, feeling less safe following 9/11 predicted PTSD in one sample of AMIs living in New York City (Abu-Ras & Saurez, 2009) . Similarly, Amer (2005) reported that perceived degree of marginalization was positively correlated with stress, anxiety, and depression. Counseling utilization data provides additional support for a link between perceived racism and mental health. Following 9/11, utilization of religious counseling for depression, anxiety, and suicidal thoughts rose substantially in a sample of 22 New York City mosques (Abu-Ras et al., 2008). Cause was not directly assessed, but a significant increase in rates of perceived racism was reported.
Multicultural researchers have identified various individual factors that mediate/moderate racism's effect on mental health (Harrell, 2000) . Among AMI communities, emerging research has identified four possible mediators. First, Moradi and Hasan (2004) found that perceived level of personal control mediated psychological outcomes in an AMI sample. Second, Edwards (2010) found that participants' level of self-investment in their Muslim communities was the only significant predictor of the relationship between perceived racism and emotional response (i.e., higher identification correlated with worse outcomes). Third, Awad (2010) reported that Muslim participants with higher levels of dominant culture immersion perceived greater levels of discrimination, which indicates that integration and assimilation may lead to worse mental health outcomes in AMI communities. Fourth, internalized mental health stigma has been implicated and is covered in detail below.
Racism summary
The above review demonstrates that racism is prominent and threatens AMI mental health. At the macrosystem level, AMIs are inlaid within a cultural framework that has become increasingly hostile since the tragic events of September 11 th , 2001. Racism, though, is more than an abstract force impacting AMIs; it is experienced at a personal level. Mounting data indicates that AMIs can be victims of multiple forms of microsystem racism that have a significant, negative impact on mental health. However, racism does not occur in a vacuum, it is one aspect of AMIs broader ecological system and it is impacted by multiple mediators and moderators. In particular, mental health stigma is a key factor that impacts AMI mental health and interacts with racism. The following section reviews recent mental health stigma literature through the lens of EST.
Mental health stigma and mental health
Mental health stigma can be defined as the negative attitudes, stereotypes, prejudices, and discrimination associated with having a mental illness (Ciftci et al., 2013) . Researchers have identified mental health stigma across multiple communities, and have demonstrated a clear link between stigma and mental health (Abdullah & Brown, 2010; Corrigan, 2004; Corrigan & Watson, 2007; Kira et al., 2014a) . Although mental health stigma is common, the factors that maintain it and how it affects the individual differ by culture and community. Multiple researches, such as Ciftci and colleagues (2013) , have written about the particular expression and experience of mental health stigma among AMI communities. A common narrative is that religious explanations of mental illness foster mental health stigma, which in turn compounds psychological problems and causes somatization of psychological distress. The following review organizes and evaluates these claims using EST.
Macrosystem mental health stigma
Multiple authors assert that religious explanations of mental illness are common among AMIs and directly contribute to mental health stigma. In particular, scholars have reported that AMIs commonly view mental illness as the consequence of a poor relationship with God Joshanloo, 2013; Keshavarzi & Haque, 2014) . Another frequently cited explanation is that evil spirits (known as jinn), black magic, or the evil eye cause(s) mental illness in the religiously weak (Haque, 2004; Islam & Campbell, 2012) . Though these beliefs have been empirically verified across numerous non-US Muslim samples (Al-Adawi et al., 2002; AlKrenawi & Graham, 1999; El-Islam & Abu-Dagga, 1992; Kianpoor & Rhoades, 2006; Tabassum, Macaskill, & Ahmad, 2000; Weatherhead & Daiches, 2010) , only one researcher has formally studied these beliefs among AMIs. Aloud (2004) found a moderate level of "traditional beliefs" regarding the etiology of mental illness, which included beliefs about possession and religious causes.
As stated, many authors assert that these religious explanations lead to mental health stigma among AMI communities (Aloud, 2004; Joshanloo, 2012; Smither & Khordandi, 2009) . No one has empirically tested this relationship, though Aloud (2004) did find that religious beliefs predicted treatment utilization stigma. Interestingly, there is evidence that some communities reject stigma on the basis of religion, asserting that mental illness, especially severe illness, is Allah's will and within divine control (Vanaleesin, Suttharangsee, & Hatthakit, 2010) . Furthermore, a variety of other causal variables, such as collective trauma, have been suggested to explain stigma (Kira et al., 2014a) . Research is immediately needed because identifying macrosystem variables that contribute to mental health stigma could inform treatment and public health initiatives.
Microsystem mental health stigma
Writers from the United States assert that mental health stigma pervades AMI microsystems (Sehwail, Rasras, & Sehwail, 2013; Shehadeh, 2008) , but the only empirical evidence comes from international research. In two studies (one from the United Kingdom and one from Ethiopia), a majority of participants endorsed a reluctance to socialize with mentally ill individuals and refused to marry someone with mental illness; participants also indicated that they were stigmatized for having relatives with mental illness (Shibre et al., 2001; Tabassum et al., 2000) . In a more extreme example, Ciftci (1999) reported that shame was so strong in a sample of Turkish Muslim families that some decided to remove mentally ill children from society by keeping them housebound (as cited in Ciftci et al., 2013) .
Mental health stigma is not only a microsystem variable that leads to aversive interpersonal interactions and family strain, it also impacts individuals' views of themselves. Broadly, research indicates that people with mental illness are prone to internalize mental health stigma as self-stigma (Corrigan & Watson, 2007) . Early findings indicate this phenomenon also occurs among AMIs. and colleagues (2014a), using a well-validated measure of self-stigma, found elevated levels of self-stigma among Muslim participants. Furthermore, selfstigma significantly correlated with posttraumatic stress disorder, anxiety, and depression. Conversely, high stigma resistance predicted better mental health functioning (Kira et al., 2014a) .
Multiple authors have also advanced the notion that somatoform disorders are common among AMIs (Al-Krenawi & Graham, 1999; Chaudhury, 2011; Ciftci et al, 2013; Sayed, 2003) , and that this is caused, in part, by mental health stigma (Ciftci et al., 2013) . Little empirical data exists to substantiate either of these claims. Basit and Hamid (2010) found no evidence of somatization in a sample of 875 AMIs, but somatoform disorders appear prevalent among non-US Muslim samples (Al-Subaie & Alhamad, 2000; Okasha, 1999) . Regarding the link between somatization and stigma, there have been no direct tests of this hypothesis. Additional untested explanations for somatization in AMI communities include heightened awareness of the mind-body connection or language barriers that lead to incorrect diagnoses (Erickson & Al-Timimi, 2001 ). More research is critical, as perpetuating unfounded epidemiological assertions and casual explanations may mischaracterize AMIs and foster faulty assumptions by medical and mental health professionals.
Mental health stigma summary
The impact of mental health stigma is complex. Multiple authors have suggested that common religious beliefs about the etiology of mental illness may influence the stigmatization of mental illness, which in turn impacts expression. The data suggests that religious etiological beliefs and mental health stigma are common across Muslim communities, and may be present among AMIs. Emerging research also suggests that AMIs experience mental health stigma (across multiple microsystems) and subsequent self-stigma, but few empirical studies have been conducted. Importantly, the assumption that there is a causal link between these factors and the assertion that AMIs experience higher rates of somatoform disorders remains unsubstantiated. This wealth of assertions amid a dearth of evidence is concerning. Scholars, clinicians, and researchers are encouraged to subject these assumptions to empirical tests. In particular, additional research is needed to assess the magnitude and effect of stigma, to determine the form and prevalence of psychopathology, and to develop culturally informed interventions that address stigma and treat mental illness (Ciftci et al., 2013) .
Interaction of racism and mental health stigma
The preceding review traced racism and mental health stigma from the macrosystem to the microsystem and the individual. As implied by EST, these factors do not operate in isolation; they interact together and with other variables in a complex matrix. Some authors have argued that AMIs experience double stigma, which describes the intersection of mental illness stigma and other forms of stigma like racism or sexism (Gary, 2005) . Ciftci and colleagues (2013) argued that AMIs with mental illness experience double stigma due to their psychological status and their ethnicity. The preceding review corroborates this assertion, but research indicates that AMIs may experience more than two sources of stigma.
Specifically, Kira (2001) created the development-based trauma framework (DBTF) to evaluate the compounding effects of different stigmas/traumas. The DBTF specifies three levels of trauma: Type I trauma refers to a single traumatic event (e.g., physical assault), Type II trauma refers a single sequence of traumatic events (e.g., repeated childhood abuse), and Type III trauma refers to chronic sources of trauma like racism, mental health stigma, low socioeconomic status, disability, and gender stigma (Kira, 2004; Kira, Fawzi, & Fawzi, 2013) . Using a sample of 399 participants (n = 333 were Muslim) from the AC-CESS clinic in Michigan, Kira and colleagues (2014a) reported that internalized stigma of mental illness (i.e., self-stigma) positively correlated with perceived discrimination and poverty. Importantly, self-stigma mediated the effect of perceived discrimination on mental illness (i.e., depression and PTSD), and amplified the effect of poverty on mental illness (Kira et al., 2014a) .
These findings highlight the importance of using transactional models to evaluate AMI mental health. Not only did they evaluate a multitude of risk and protective factors, they identified clinically relevant interactions. Their analyses highlighted self-stigma as a crucial treatment target because it mediated and amplified the effect of perceived racism and other risk factors. Although additional research is needed, their research suggests that developing and adminis-tering effective treatments to reduce self-stigma may have a broad, ameliorative impact on AMI mental health.
Closing Summary and implications
Researchers have begun to identify the complex array of factors that impact mental health within AMI communities. Racism and mental health stigma have emerged as key variables, but no one has synthesized these disconnected findings into a transactional framework. Using Bronfenbrenner's EST, this paper tied together the extant literature into a coherent narrative highlighting key findings and current gaps. Based on the current data, it is clear that macrosystem and microsystem racism is prevalent and that it has deleterious mental health consequences. Similarly, mental health stigma exists and the internalization of this stigma is common and has profoundly negative effects on AMI mental health. Current gaps in this literature were specified throughout, but key issues include the prevalence and form of institutional racism and the nature of the relationships between religious explanations for mental illness, stigma, and somatization.
Limitations
The primary limitation of the present paper is the search method. Studies were located using common databases (e.g., Proquest, PsychINFO, PsycARTICLES, Google Scholar), relevant journals (e.g., Journal of Muslim Mental Health), and published books. This approach produced a sizeable number of documents, which were thoroughly reviewed. Yet, this paper does not qualify as a formal systematic review, because the authors did not utilize an exhaustive search method, such as the PRISMA guidelines (Moher, Liberati, Tetzlaff, Altman, & Prisma Group, 2009 ). As such, it is possible that some studies were missed. Furthermore, attempts were made to locate all dissertations and theses, but occasionally these works could not be retrieved even when contacting the authors directly.
Implications and future directions
The key implication of this review is that empirically informed treatments and public health initiatives are immediately needed. Researchers have identified racism and mental health stigma as pernicious factors, and most conclude their research with recommendations to consider these factors in treatment. Yet, no interventions have been formally developed or tested. Similarly, it is unclear if treatments deemed efficacious for use with western cohorts are appropri-ate for AMIs. Given this dearth of research and the treatment needs of AMI communities, empirically tested interventions and public health initiatives are immediately needed to ensure that AMIs receive effective, culturally tailored treatment.
Furthermore, this paper encourages researchers to consider AMI mental health through a transactional lens, such as EST. The present review located only one research team that has utilized such an approach and their results highlight the valuable information that can be gleaned from such an analysis. Specifically, Kira and colleagues (2014a) employed hierarchical modeling to test various hypotheses based on the Development-Based Trauma Framework. Hierarchical analysis helped pinpoint self-stigma as a mediator of perceived discrimination. No other researchers have tested complex interactional relationships among AMIs. This is unfortunate, because the present review suggests that AMI mental health is impacted by multiple interacting distal and proximal variables. Understanding these variables, their relationships, and their impact on AMI mental health is far more than an academic exercise, it is crucial for the development of effective public health initiatives and therapeutic interventions.
